Objective: There are few data to guide decision-making when faced with patent venous side branches and nonmaturing arteriovenous fistulas (AVFs). We report on our outcomes of interventions for the obliteration of venous side branches for the nonmaturing AVF.
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Methods: We retrospectively reviewed 228 dialysis access patients between 2011 and 2015 at an urban academic medical center. In addition to patient demographics and comorbidities, we obtained data on clinical maturity of the AVF following venous side branch obliteration. Ultrasound data were used to estimate the volume flow through the AVF preoperatively and postoperatively by standard practices.
Results: Sixteen patients were identified as having undergone venous side branch obliteration during this period for nonmaturation at an average of 4 weeks after initial AVF construction. Of the 16 patients identified, 10 (63%) had radiocephalic AVFs; the rest were brachiocephalic AVFs. Four patients (25%) had endovascular coil embolization and 12 (75%) had surgical ligation of patent venous side branches. The mean preoperative volume flow was 2497 mL/min (range, 34-5911 mL/min); the mean postoperative volume flow was 5772 mL/min (range, 1325-12,679 mL/min), representing a more than twofold increase in mean volume flow after venous side branch obliteration. No access thromboses were noted during this period, and all but two became clinically mature and were used for hemodialysis following intervention.
Conclusions: Venous side branch obliteration is a safe and effective treatment for the nonmaturing AVF. There are no apparent differences between coil embolization and surgical ligation. Whereas side branch obliteration should be considered in all nonmaturing radiocephalic or brachiocephalic AVFs, optimal timing and the number and size of branches to be ligated remain unresolved. Further investigation is needed to determine where in the algorithm of treatment for nonmaturing AVF venous side branch obliteration should reside. Objective: The Centers for Medicare and Medicaid Services uses rates of unplanned 30-day readmission as a quality measure to penalize hospitals for readmissions. Whereas there is recognition of high readmission rates for diabetic foot wounds, little is known about patient-level risk factors. The goal of this study was to identify factors associated with unplanned readmission in patients enrolled in a multidisciplinary diabetic foot service.
Methods: We studied a single-center cohort of patients in a multidisciplinary diabetic foot service since July 2012. For those with multiple wounds, the overall highest Society for Vascular Surgery Wound, Ischemia, and foot Infection (WIfI) staged wound was selected for analysis. Predictors of unplanned 30-day readmission were analyzed with c 2 test and t-test.
Results: During the study period, there were 336 admissions in 170 patients. The average age was 58 6 12 years, and the majority were male (63%) and black (64%); 50% were insured by Medicare, 26% had Medicaid, and 22% had private insurance. There were 441 podiatric and 83 vascular surgeries (45 open and 37 endovascular) performed. Of the 336 admissions, there were 62 (18%) unplanned 30-day readmissions. The average length of stay (LOS) for the initial admission was 9 6 8 days, whereas the average unplanned readmission LOS was 8 6 8 days. The most common reasons for unplanned readmission were related to foot wound (34%), gastrointestinal (12%), surgical bypass wound (9%), and renal (7%) complications. Unplanned readmissions were not predicted by any demographic or socioeconomic variable. Unplanned readmissions were more likely in patients with arterial insufficiency (P ¼ .04), worse University of Texas (UT) stage (P ¼ .03), and higher Society for Vascular Surgery WIfI composite scores (P ¼ .04; Table) . There were lower wound healing rates in those with an unplanned readmission (48% vs 68%; P ¼ .003) but no differences in major amputation (8% vs 11%; P ¼ .25).
Conclusions: Patients with diabetic foot wounds associated with arterial insufficiency and increased WIfI or UT stage were more likely to have an unplanned 30-day readmission. Whereas aggressive multidisciplinary care of patients with diabetic foot wounds was associated with excellent long-term outcomes, this comes with a significant LOS and rate of readmission. The Centers for Medicare and Medicaid Services penalization for unplanned readmission should take into account WIfI and UT staging. Objective: Current recommendations are for retrieval of optional inferior vena cava (IVC) filters when the risk of pulmonary embolism subsides. However, recent studies called into question the utility of removing all filters. When percutaneous retrieval fails, we recommend open surgical removal only for symptoms and other complications. We examined our outcomes with conservative management of unsuccessful percutaneous retrieval and open surgical removal for symptomatic and complicated IVC filters.
Methods: In 2010, we began a formal program for IVC filter retrieval. Patients were referred for enrollment by the implanting physicians. Before retrieval, patients were evaluated for risk of future venous thromboembolic events and ongoing need for IVC filtration. Asymptomatic patients with unsuccessful percutaneous filter retrieval were recommended 
